Introduction: Health-promoting behavior increases the self-care of the individuals and improves the health. It reduces the chance of maternal and fetal harm during pregnancy. The objective of this study was to determine the sociodemographic factors related to health-promoting self-care behavior in Iranian pregnant women categorized by domains. Materials and Methods: A crosssectional study design with convenience sampling was used to recruit 384 pregnant Iranian women that were referred to the health center in Sari in 2014-2015. Self-reporting questionnaires included sociodemographic characteristics and health-promoting lifestyle profile-II questionnaires. Data were analyzed with using the statistical package for the social sciences software (version19). One-way ANOVA and chi-square tests were used to determine the relationship between the sociodemographic characteristics and health-promoting behaviors. Results: The mean age of pregnant women was 27.65±4.753 years. Most of the participants were in the second trimester of pregnancy. The mean of the total score for health-promoting behaviors was 142.96±17.947. Among the six dimensions of health-promoting behaviors, the interpersonal relations scored maximal, and the physical activity scored the lowest. Significant correlations existed between spirituality and the wife's education, the wife's job, and the family income. In addition, a significant correlation was established between stress management and the wife's education, also between the aspect of relationships and the husband's education, the wife's education, the family income, and the decision maker (all P<0.005). Conclusion: The findings of the present study confirmed that the sociodemographic factors were vital in health-promoting behaviors in pregnant women.
INTRODUCTION
According to the World Health Organization (WHO), the health-promoting behavior refers to empowering the individuals in order to increase the self-control and improve the health (1) . The six aspects of health-promoting behaviors include stress management, nutrition, physical activity, psychological health, and interpersonal relations (2) . Previous studies have shown that the health-promoting selfcare behaviors increase the prevention of disease, maintenance and improvement of general health in individuals, families, and society, and increases the self-confidence, motivation, and self-efficiency in a person (3, 4) . Some other studies have shown that <5% of the population exhibited high-level of health-promoting behaviors (5, 6) . Importantly, women experience biological changes, such as pregnancy and breastfeeding during their lives, and hence, should follow a healthy lifestyle and improve the health-promoting behaviors in their lives, especially during pregnancy (2) .
The health-promoting self-care behaviors during pregnancy decrease the chance of preterm labor, cesarean section, and the probability of obesity and diabetes in the baby in the future (7) (8) (9) (10) (11) . On the other hand, lack of attention to such behaviors causes bleeding and infection in the mother and increases the intensive care unit (ICU) stay (8) , low birth weight, and premature death in infants (9) .
In a study on Turkish woman, Bahar et al. (2015) showed that women gain the highest scores with respect to interpersonal support and self-actualization, and lowest in sports (12) . Also, Lin et al. (2009) showed that pregnant women had a medium level of health-promoting self-care behavior (2) . Some of the sociodemographic factors related to health-pro-moting behaviors include the mother's age, the education of the couple, the family income, and the mother's job (13) (14) (15) . A study conducted by Tesfay et al. demonstrated that the family income was positively correlated with health-promoting self-care behaviors (16), while Lin et al. showed that individuals with the income level of two and four had higher selfcare behaviors than those with level five (2) . Considering that one of the factors affecting the health-promoting behaviors is the dominant culture of the society, the goal of this study was to determine the sociodemographic factors related to health-promoting self-care behaviors in pregnant women categorized by the domains in the Sari city in northern Iran.
MATERIALS AND METHODS
A cross-sectional study design used the quota sampling method to assimilate 385 Iranian pregnant women, aged 16-41 years, referred to the health center in Sari city in northern Iran in 2014-2015. The inclusion criteria were that pregnant Iranian women with the least education level of elementary education up to grade three and those who were trend were entered into the study. Hospitalized and non-Iranian women were excluded to avoid different culture and to reduce the confounding factors. The sample size calculated based on the largest standard deviation of the subscales in a previous study was 20 (17) . Z=1.96, d=2, δ=20. In order to determine the research location, eight clinics were selected of the thirteen health centers in Sari city according to the geographical location. Based on the number of households encompassed by each center, one clinic was in the west, two centers in the east, two in the south, one in the north, and two were in the city center. The quota of each center was determined based on the number of pregnant women referred to the health center in the previous year. The Ethics Committee in the Mazandaran University of Medical Science (ethical code: 115) approved the present study. The participants were provided adequate information about the research and written informed consent was obtained.
Research Tools: In this study, data were collected by two questionnaires: 1) The sociodemographic questionnaire included age, education, job, economic status, number of household members, body mass, and the job and education of the spouses of the participants. 2) The health-promoting behavior questionnaire. The original version of this questionnaire was developed by Walket et al. (1987) based on the Pender model to assess the health-promoting behaviors. This questionnaire contained 52 items and 6 dimensions that assessed the nutrition, physical activity, spiritual growth, responsibility for health, stress control, and interpersonal relationships. All items were scored as 1-to 4 (1=never, 2=sometimes, 3=often, 4= always) according to the Likert scale. The score of each aspect was obtained individually, and an overall score was also obtained for all the aspects. This questionnaire included nine questions about spiritual growth, nine about health responsibility, eight about stress control, and nine about interpersonal relationships (18) . Notably, the content of the Farsi version of this tool was validated by Mirqafurvand et al. Subsequently, the correlation coefficient and Cronbach's alpha index were determined to be 0.9. The answers ranged from 52 to 208 (19) . In the present study, scores <25% were lack of self-care (score <52), 25-50% were low selfcare (score 104-155), 50-75% were medium self-care (score 104-155), and ≥75% were good self-care (score ≥156).
Analysis: Data were analyzed using software the statistical package for the social sciences ( SPSS, v. 19) software. Sociodemographic characteristics and health-promoting were expressed as frequency, percentage, mean, and standard deviation. One-way ANOVA of variance (post-hoc) and chi-square tests were used to determine the correlation between sociodemographic characteristics and health-promoting behaviors.
RESULTS
The mean age of the pregnant women was 27.65±4.753 years. Half of the participants (51.6%) had high school and associate degrees, and most of them (77.7%) were housewives. A total of 45.6% of participants had a medium level of income. The percentages of the participants according to their first, second, and third trimesters were 22.5%, 45.9%, and 31.6%, respectively, indicating that the majority of the women were in the second trimester. Most of the women had the body mass index (BMI) between 25 and 29.9. Half of the spouses (50.3%) were high school graduates and college graduates, and most of them (74.1%) were self-employed. Furthermore, 94% of the participants belonged to a household of 2-3 people. A majority of the participants (79.53%) of the participants declared that they made important life decisions together with their spouses. The individual characteristics of the participants are presented in Table 1 .
Health-promoting behavior: The mean of the total score for health-promoting behaviors was 142±17. The score for the participants was highest for the interpersonal relationships (3.05±3.885) and the lowest for the physical activity (2.075±3.967), while that for nutrition was 2.98±3.663, spirituality 2.95±4.028, responsibility 2.76±4.093, and stress management 2.628±3.408 (Table 2) .
ANOVA established a significant negative correlation between the less age and the score of the health-promoting behaviors. Thus, those aged 15-24 years had a lower total score for the health-promoting behaviors than the other groups. Furthermore, a negative correlation was established between the BMI and health-promoting behaviors, albeit not statistically significant. A positive and significant correlation was established between female education and the score of health-promoting behaviors, indicating that the total score of health-promoting behaviors in less qualified individuals is lower than that in the other groups. The level of education of men also had a positive and significant correlation with the score of the spouse's health-promoting behaviors. The women with less-educated husbands had a less score for the health-promoting behaviors. A positive correlation was established between male/female occupations and the score of health-promoting behaviors such that the unemployed individuals scored lower than the other groups. A positive and significant correlation was established between the decision maker in the family and the score of health-promoting behavior; thus, when the decisions are made jointly, the score for the health-promoting behaviors increases. Also, a positive and significant correlation was observed between the family population and the score of health-promoting behaviors, such that families with more children reported high health-promoting behavioral scores. A positive and significant correlation was established between the economic status of the family and the score of the health-promoting behaviors; thus, the high economic status improves the score of health-promoting behaviors (Table 3) .
Nutrition: Significant correlations were established between nutrition and the wife's education (P<0.001), the husband's education (P<0.001), the husband's job (P=0.008), and the family income (P<0.001). However, no significant correlations were established between the wife's job, the wife's age, the pregnancy trimesters, BMI, household population, and the decision maker in the relationship.
Exercise: Significant correlations were noted between the aspect of exercise and the wife's education (P=0.009) and the wife's job (P=0.041). However, no significant correlations were observed between the spouse's job and education, the woman's age, the pregnancy trimesters, BMI, household population, and the decision maker in the relationship.
Relationship: Significant correlations were established between responsibility and the wife's education (P<0.001), the spouse's education (P=0.001), the family income, (P<0.001), and the decision maker (P=0.025). However, no significant correlations were established between the wife and the spouse's jobs, the wife's age, the pregnancy trimesters, BMI, and the household population.
Spirituality: Significant correlations were noted between spirituality and the wife's education (P<0.001), the wife's job (P=0.017), and the family income (P=0.001). However, no significant correlations were observed between the spouse's job and education, the wife's age, pregnancy trimesters, BMI, household population, and the decision maker.
Stress management: A significant correlation was observed between stress management and the wife's education (P=0.04); however, no significant correlations were established between the spouse's job and education, the wife's age, the wife's education, pregnancy trimesters, BMI, household population, and the decision maker in the relationship. Interpersonal relationships: Statistically significant correlations were established between the relationship and the husband's education (P=0.002), the wife's education (P=0.000), the family income (P<0.001), and the decision maker (P=0.001). However, no significant correlations were detected between the wife's and the husband's jobs, the wife's age, pregnancy trimesters, BMI, and the household population (Table 3) .
DISCUSSION
The purpose of this study was to investigate the sociodemographic factors related to the health-promoting self-care behaviors categorized by domains in pregnant women in Iran. These findings showed that among the investigated aspects in pregnant women, f relationships scored maximum, which was in agreement with the study by Mirqafurvand et al. (2, 19) .
The current study demonstrated that the interpersonal relationship is related to the education of the husband and the wife, the family income, and the decision maker.
Also, Mirqafurvand et al. (2014) showed that the education level of the wife and the husband was related to the aspect of the relationships which was also observed in the current study; however, the phenomenon differed in the aspect of BMI (19) . This lack of similarity between our study and that by Mirqafurvand et al. in the aspect of BMI might be attributed to the statistical differences in the population.
In the present study, significant correlations were observed between the aspect of nutrition and the wife's and husband's education, the husband's job, and the family income. Moreover, Mirqafurvand et al. (2014) demonstrated that the aspect of nutrition was related to the wife's and husband's education, the woman's job, and the family income but not related to the husband's job. Daba et al. (2013) showed that the woman's job and the household population were related to the aspect of nutrition but not related to the wife's and husband's education and the income, which was not in agreement with the current study. Also, Bahar et al. (2015) did not show a significant correlation between the aspect of nutrition and the income, which differed from the current finding. This discrepancy might be attributed to the difference between the type of the study, the type of the questionnaire (20) , and the statistical population (12, 19) .
The present study showed that the aspect of spirituality was related to the wife's education and job and the family income. In a study by Bahar et al. (2015) , spirituality was related to the family income, which was similar to that in our study but differences were observed with respect to the age group (12) . Also, Mirquafurvand et al. (2014) demonstrated that the wife's job and education and the family income were related to spirituality which was in agreement with the current findings but differed with respect to the correlation between the wife's age and spirituality (19) . This conflict might have risen due to the difference in culture (12) and statistical population (19) .
The present study showed that the aspect of responsibility was related to the wife's and the husband's education, the income, and the decision maker, while the study conduct- Table 3 . Correlation between HPLP-II and subscales in pregnant women with demographic factor ed on pregnant women by Moshki et al. (2012) showed that smoking was not related to the wife's and husband's education which did not agree with the findings in the current study (21) . Furthermore, Azizmohammadi et al. (2014) reported that the education of the wife and husband was related to smoking during pregnancy (22) , which was in agreement with the current study. The disagreement might be a result of the difference in tools utilized for gathering data.
In the aspect of stress management, this study showed a significant correlation between the wife's education and stress management. However, Moshki et al. (2012) did not deduce a correlation between the wife's education and stress management. Nevertheless, Bahar et al. (2015) showed that women's age group was related to stress management which was in disagreement with our study. These disagreements might be the result of differences in tools employed for gathering data (12, 21) and cultural differences (12) .
In the aspect of physical activity, a statistically significant correlation was established between the wife's education and job. Furthermore, Mirqafurvand et al. (2014) showed a significant correlation between physical activity and the wife's education and job, which was in agreement with the current study. Also, Moshki et al. (2012) demonstrated that the mother's job was related to physical activity, which might be the reason for the alignment due to cultural similarity. One of the limitations of the current study is the study is the cross-sectional design that could not depict the causal correlation strongly, and therefore, additional qualitative studies are recommended.
CONCLUSION
The present study showed that pregnant Iranian women have moderate self-care behaviors with the highest score in the dimension of interpersonal relationships and the lowest for the physical activity. Since physical activity can balance the maternal weight and help reduce the maternal and fetal complications, it is recommended to encourage pregnant women to attend preparatory classes for physiological delivery.
IMPLICATIONS
The findings of this study could be used as a reference for prenatal care, nursing, education, and maternal/neonatal health policies. 
